Abstract We examined the relationship between intrinsic religiousness and well-being, with control-related religious coping and self-efficacy for coping with cancer as potential mediators of this relationship among cancer patients. In a cross-sectional design, 179 ambulatory cancer patients completed measures of intrinsic religiousness, religious coping, self-efficacy for coping with cancer, well-being, and demographic variables. Type of cancer, stage of cancer, and time since diagnosis were collected from electronic medical charts. In a path model, the positive association between intrinsic religiousness and three types of well-beingphysical, functional, and social-was fully mediated by active religious surrender and self-efficacy for coping with cancer. In addition, the negative association between passive religious deferral and all four types of well-being-physical, functional, social, and emotional-was fully mediated by self-efficacy for coping with cancer. Finally, there was a negative direct association between pleading for God's direct intercession and emotional well-being. These findings suggest pathways by which intrinsic religiousness and control-related religious coping are linked to various dimensions of well-being among cancer patients.
There is a growing body of research connecting religious factors to well-being among cancer patients (Kristeller et al., 2011; Thuné-Boyle et al., 2006) ; however, only recently have researchers begun to explore the mechanisms linking various religious factors to well-being. Identifying potential mechanisms has important implications for both basic and applied research. First, identifying mechanisms can help elucidate potential pathways by which specific religious factors impact various dimensions of well-being. Second, if such mechanisms are identified, they can be integrated into interventions to promote well-being and quality of life among cancer patients.
Intrinsic religiousness is the internalization of faith as the primary motive in people's lives; people high in intrinsic religiousness rely on religion to guide their day-today decisions (Allport & Ross, 1967) . In contrast, extrinsic religiousness is the use of religion for a variety of personal needs such as security, status, or social support (Allport & Ross, 1967) . Several authors have found that intrinsic religiousness is associated with better health and wellbeing in various populations (Byrd et al., 2007; Liu & Koenig, 2013; Masters & Knestel, 2011) . Koenig et al. (1998) found that higher levels of intrinsic religiousness predicted faster remission from major depressive disorder among older hospitalized medical patients. Among cancer patients, intrinsic religiousness has been positively associated with hope, meaning, and peace; conversely, intrinsic religiousness has been negatively associated with depressive symptoms and other negative mood states (Caplan et al., 2013; Fehring et al., 1997; Nelson et al., 2009) .
Some researchers have examined potential mechanisms linking intrinsic religiousness to well-being in non-clinical samples. For example, in a community sample of older British Christian adults, Hui and Coleman (2013) found that more blissful afterlife beliefs and greater ego integrity (i.e., positive attitudes toward aging, self-acceptance, and life purpose) mediated the relationship between intrinsic religiousness and lower death anxiety. In two studies with college and community samples, Steffen and Masters (2005) found that compassionate attitude mediated the relationship between intrinsic religiousness and several psychosocial variables, including lower perceived stress, lower levels of depressive symptoms, greater satisfaction with social support, and better marital functioning. Consistent with recent trends in the religion-health research literature, we seek to understand some of the cognitive and behavioral mechanisms linking intrinsic religiousness to well-being among cancer patients.
Religious coping styles are potential mediators of the relationship between intrinsic religiousness and well-being. Religious coping is defined as an individual's use of religion to understand and manage stressors (Pargament, 1997; Pargament et al., 2000) . Several researchers have examined the link between different types of religious coping and well-being among cancer patients (Gall et al., 2009; Sherman et al., 2009; Thuné-Boyle et al., 2013) . Although reviews of the literature suggest mixed findings among cancer patients (e.g., Thuné-Boyle et al., 2006) , there appears to be support for an association between emotional distress and negative religious coping (Lavery & O'Hea, 2010) or turning to God without a strong spiritual foundation (Schreiber & Brockopp, 2012) . For example, in a predominantly Christian sample of myeloma patients who received stem cell transplantation, negative religious coping at baseline predicted lower levels of emotional wellbeing as well as higher levels of anxiety symptoms, depressive symptoms, and transplant-related concerns following transplantation (Sherman et al., 2009) .
Because many aspects of cancer can challenge an individual's sense of control, efforts to gain control using religious coping may be particularly salient to cancer patients. Pargament et al. (2000) conceptualize active religious surrender as an individual's attempt to manage what is possible, and then relinquish remaining control to God. On the other hand, they describe passive religious deferral as submissively waiting for God to control the situation. Finally, Pargament et al. define pleading for direct intercession as seeking control indirectly by pleading to God for a miracle or divine intervention. Research with cancer populations indicates that active religious surrender is associated with well-being, whereas passive religious deferral and pleading for direct intervention are associated with more distress. For example, in a longitudinal study of women with breast cancer, deferring control to God predicted less active coping, which in turn predicted lower quality of life (McLaughlin et al., 2013) . In another longitudinal study, female breast cancer patients who increased their use of active religious surrender from 1 to 6 months after surgery showed a decrease in emotional distress and an increase in emotional well-being; conversely, those female breast cancer patients who increased their use of pleading for direct intervention immediately prior to and up to 1 month post-surgery reported an increase in emotional distress (Gall et al., 2009) . Although religious coping may be linked directly to health and wellbeing outcomes, this relationship may be further mediated by other psychosocial factors, such as self-efficacy for coping with cancer. Self-efficacy may be particularly salient in the link between control-related religious coping and well-being.
Social cognitive theory suggests that self-efficacy is an important intrapersonal resource for achieving goals and desired outcomes (Bandura, 2001) . Self-efficacy for coping with cancer represents patients' confidence in their ability to use various strategies to manage major tasks during the course of their illness (Merluzzi et al., 2001) . Self-efficacy for coping with cancer has been associated with positive health outcomes such as less fatigue, lower levels of depressive symptoms, and higher quality of life among cancer patients (Albrecht et al., 2013; Merluzzi et al., 2001; Philip et al., 2013) . Howsepian and Merluzzi (2009) found that religious beliefs were unrelated to self-efficacy for coping with cancer and psychosocial adjustment to cancer in a predominantly Christian sample of cancer outpatients. On the other hand, Nairn and Merluzzi (2003) found that a deferring-collaborative religious coping factor was associated with greater psychosocial adjustment to cancer; this association was partially mediated by higher levels of selfefficacy for coping with cancer. The deferring-collaborative religious coping factor was a combination of passive religious deferral, where one gives up all control to God, and collaborative religious coping, where one works with God as partners to manage major life stressors. Taken together, these findings suggest that self-efficacy for coping with cancer may be an important link between religious coping-but not religious beliefs-and well-being among cancer patients.
Guided by both religious coping theory (Pargament, 1997; Pargament et al., 2000) and social cognitive theory (Bandura, 2001) , the current study builds on previous research by focusing on potential mediators that link intrinsic religiousness to various domains of well-being among cancer patients. We hypothesized that intrinsic religiousness-mediated by control-related religious coping and self-efficacy for coping with cancer-would predict greater well-being. We predicted that intrinsic religiousness would have a positive association with active religious surrender, but have a negative association with passive religious deferral and pleading for direct intercession. Furthermore, we predicted that active religious surrender would have a positive association with self-efficacy for coping with cancer, whereas passive religious deferral and pleading for direct intercession would have a negative association with self-efficacy for coping with cancer. Finally, we predicted that self-efficacy for coping with cancer would predict higher levels of well-being in all four domains-physical, functional, social, and emotional (see Fig. 1 ).
Method

Participants
Participants were 179 adult cancer outpatients at three northeastern U.S. hospitals organized as one comprehensive cancer center. Patients with stage II-stage IV cancers, as well as advanced cancers that were not staged (e.g., hematological malignancies), were eligible for the study. Patients had to be 18 years or older, be able to read English, and be in active outpatient treatment (e.g., radiation, chemotherapy, palliative care). We excluded patients with stage I cancers and/or those who were not in active treatment because we expected that early cancer stage and nontreatment status would have a significantly different impact on well-being (Weisman & Worden, 1976-77) . Based on the exclusion criteria, 43 patients who expressed an interest in the study were not eligible to participate. In addition, 14 patients were initially contacted, but could not be reached for follow up; 26 patients who were mailed the questionnaire did not return it; and 14 patients declined to participate. Participants were predominantly White, Christian, and female with an average of 16 years of education.
Demographic characteristics of the sample are presented in Table 1 .
Measures
Demographic questionnaire
The demographic questionnaire included age, gender, racial/ethnic self-identification, religious affiliation, marital status, work status, years of education, and family income.
Medical chart review
Type of cancer, stage of cancer, and date of diagnosis were collected from electronic medical charts by the second author.
Intrinsic Religious Motivation Scale (IRM; Hoge, 1972) This 10-item scale assesses the degree to which people internalize and live their faith as a master motive (e.g., My religious beliefs are really what lie behind my whole approach to life). Participants rated each item on a 4-point, Likert-type scale ranging from 1 (strongly disagree) to 4 (strongly agree). The IRM has demonstrated good interitem reliability (Kuder-Richardson Formula 20 = .90; Hoge, 1972) and good construct validity, correlating with other measures of intrinsic religiousness (r = .71 to .87; Bassett, 1999) and helping behavior (r = .30 to .36; Benson et al., 1980) . For inter-item reliability coefficients (Cronbach's alpha) of the IRM scale and other variables in the current study, see Fig. 1 Hypothesized model of the mediated relationship between intrinsic religiousness and well-being. Note. For the sake of clarity, covariates (i.e., age, family income, and months since diagnosis) are not depicted in the model above (see Table 4 ). Direct paths are designated by single-headed arrows. Error variances in the endogenous variables are represented by small circles Religious Coping (RCOPE; Pargament et al., 2000) We assessed five religious coping scales (3 items per subscale) that assessed religious methods of coping to gain control in the context of major life stressors. Participants rated each item on a 4-point, Likert-type scale ranging from 0 (not at all) to 3 (a great deal). Because of high correlations among some of the religious coping variables (i.e., possible multicollinearity), we excluded collaborative religious coping and self-directing religious coping. We included the following 3 religious coping styles in the analyses: Active Religious Surrender-an active sharing of control with God (e.g., Did my best and then turned the situation over to God), Passive Religious Deferral-passive waiting for God to control the situation (Didn't try much of anything; simply expected God to take control), and Pleading for Direct Intercession-seeking control indirectly by pleading to God for a miracle or divine intervention (Pleaded with God to make things turn out okay). The 5-item versions of these control-related RCOPE scales have shown good inter-item reliability (Cronbach's a = .83 to .92) and good criterionrelated validity in a college sample, demonstrating associations with stress-related growth, positive religious changes, and distress (Pargament et al., 2000) . However, in a hospital sample, the 3-item version of Pleading for Direct Intercession had a somewhat low inter-item reliability coefficient (Cronbach's a = .66; Pargament et al., 2000) .
Cancer Behavior Inventory-brief version (CBI-B; Merluzzi et al., 1999) This 14-item measure assesses self-efficacy for coping with cancer. The CBI-B measures four domains in which participants rate their confidence that they can perform these behaviors now or in the near future. The domains include maintaining independence and positive attitude, participating in medical care, coping and stress management, and managing affect. Participants rate each item on a 9-point Likert-type scale ranging from 1 (not at all confident) to 9 (totally confident). A 12-item version of the CBI-B demonstrated good inter-item reliability (Cronbach's a = .84 to .88) and good criterion-related validity-positive correlations with measures of optimism (r = .37), quality of life (r = .43), and satisfaction with life (r = .48); negative correlations with measures of depression (r = -.55) and sickness impact (r = -.38) (Heitzmann et al., 2011) .
Functional Assessment of Cancer Therapy: general, version 4 (FACT-G; Cella et al., 1993) The FACT-G is a 27-item quality-of-life measure for patients receiving cancer treatment. The four dimensions include: Physical Well-Being (e.g., I have pain), Functional Well-Being (e.g., I am able to work), Social/Family WellBeing (e.g., I get emotional support from my family), and Emotional Well-Being (e.g., I feel sad). Participants rate each item on a 5-point, Likert-type scale ranging from 0 (not at all) to 4 (very much). Items that represent lower levels of well-being (e.g., I have pain) are reverse coded so that higher scores represent higher levels of well-being. The FACT-G scales have demonstrated adequate inter-item reliability (Cronbach's a = .69 to .82) and good test-retest reliability (r = .82 to .88). In addition, the FACT-G has shown good construct and criterion-related validity-correlating with another measure of quality of life (r = .79), activity level (r = -.56), and emotional distress (r = -.58); furthermore, it has shown sensitivity to clinical change (Cella et al., 1993) .
Procedure
Patients were recruited into the study from three northeastern hospitals by three methods: (1) brochures providing a brief overview and purpose of the study, eligibility criteria, and study team contact information were distributed in the waiting areas of the hospital cancer centers; (2) an introductory letter, signed by the primary oncologists, was mailed out or given to identified patients informing them of this study by a member of their healthcare team; (3) previously screened, eligible outpatients were approached by a member of the study staff after being introduced to the patient by a member of their healthcare team. Participants provided consent to participate in the study, including having their medical charts reviewed to obtain diagnostic staging of cancer and other health information. Patients who met eligibility criteria and were interested in participating were mailed two copies of the consent form and the study questionnaire along with a self-addressed, stamped envelope. Participants were asked to return the completed consent form and questionnaire within 1 week. If the questionnaire was not received after 2 weeks, a study staff member followed up by phone, mail, or e-mail, based on the participants' preferred method of correspondence. Participants received a $25 gift card as compensation for their participation.
Data Analysis
Data were screened using IBM SPSS Statistics 20.0 to determine whether the variables met the assumptions of normality and linearity for path analysis. Based on examination of z-scores and histograms, two outliers were found for self-efficacy for coping with cancer and one outlier was found for months since diagnosis. These scores were changed to a value one unit more extreme than the next most extreme score in the distribution, i.e., windsored (Tabachnick & Fidell, 2013) . In addition, the variable months since diagnosis was positively skewed; therefore, we applied a square root transformation. Subsequently, all variables met the assumptions of normality and linearity. Based on Mahalanobis distance and Cook's distance, there were no multivariate outliers among the predictor variables (Fox, 1991) . With the exception of one covariate-total family income (10.6 % missing data)-there was less than 3 % missing data among the variables and the data were missing at random. Therefore, missing data were estimated using an expectation maximization method in PRELIS (Jöreskog & Sörbom, 1996) .
The following variables were examined as potential covariates in the model: age, gender, race/ethnicity, education level, family income, months since diagnosis, and cancer stage. Of these, age, family income, and months since diagnosis were significantly associated with at least one of the outcome variables (i.e., FACT-G scales). Therefore, these variables were included as covariates in the model.
To examine the relationship among intrinsic religiousness, religious coping, self-efficacy for coping with cancer, and well-being, we analyzed the data using path analysis in the LISREL 8.72 program (Jöreskog & Sörbom, 1996) . The path analysis began with the hypothesized model (see Fig. 1 ). T-values of each parameter were then examined to determine if certain paths could be dropped from the model in order to develop a more parsimonious model. In addition, modification indices were examined to determine if any fixed paths needed to be estimated. In the model fitting procedure, we added one parameter at a time based on theory and the size of the modification index. Chi square (v 2 ) change, Root Mean Square Error of Approximation (RMSEA), and Comparative Fit Index (CFI) were then used to determine if the re-estimated model improved fit to the data (Jöreskog & Sörbom, 1996) .
To avoid multicollinearity problems due to high correlations among some of the control-related religious coping variables (Tabachnick & Fidell, 2013) , we excluded selfdirecting religious coping and collaborative religious coping from the path analysis. Self-directing religious coping had a high, negative correlation with collaborative religious coping (r = -.64), active religious surrender (r = -.66), and intrinsic religiousness (r = -.69). Thus, selfdirecting religious coping could cause opposing mediation (i.e., indirect effects that work in the opposite direction of other indirect effects). In this case, it is possible that the sum of the indirect effects could be zero and ''no effect'' would be mediated (Kenny et al., 1998) . In addition, collaborative religious coping correlated highly with active religious surrender (r = .67). We chose to retain active religious coping because it provided a good complement theoretically to passive religious deferral, and it had a lower correlation with pleading for direct intercession (r = .40) than did collaborative religious coping (r = .48).
Results
The hypothesized model Figure 1 shows the hypothesized path model. According to the model, higher levels of intrinsic religiousness predict higher levels of four different types of well-being. The relationship between intrinsic religiousness and well-being is fully mediated by control-related religious coping and self-efficacy for coping with cancer. Specifically, higher levels of intrinsic religiousness lead to higher levels of active religious surrender and lower levels of both passive religious deferral and pleading for direct intercession. In turn, active religious surrender positively predicts selfefficacy for coping with cancer, whereas passive religious deferral and pleading for direct intercession negatively predict self-efficacy for coping with cancer. Finally, higher levels of self-efficacy for coping with cancer predict higher levels of the four different types of well-being. The covariates-age, family income, and months since diagnosis-are controlled in the analysis. Correlations, means, standard deviations, and inter-item reliability coefficients of the variables in the model are presented in Table 2 .
Model estimation
The hypothesized model did not fit the data adequately, v 2 (43, N = 179) = 156.25, p \ .001, RMSEA = .12, CFI = .82. Based on t tests, eight non-significant parameters were fixed: age ? emotional well-being; age ? functional well-being; intrinsic religiousness ? passive religious deferral; pleading for direct intercession ? selfefficacy for coping with cancer; and four correlations among the covariates and intrinsic religiousness. Based on theory and modification indices, seven additional paths were incrementally estimated, most of which allowed the covariates to predict the mediators (see Table 3 ). The only additional path between the predictors and outcomes was pleading for direct intercession ? emotional well-being. The final model fit the data well, v 2 (48, N = 179) = 73.44, p \ .05, RMSEA = .05, CFI = .96. The overall model explained 19 % of the variance in physical wellbeing, 48 % of the variance in functional well-being, 18 % of the variance in social well-being, and 37 % of the variance in emotional well-being.
During the course of model building, some suppression occurred. Of note, modification indices identified additional paths between age ? pleading for direct intercession and intrinsic religiousness ? emotional well-being. Estimating these parameters produced significant suppression in the model. Specifically, the standardized path coefficients between intrinsic religiousness ? pleading for direct intervention and pleading for direct intervention ? emotional well-being significantly exceeded the zero-order correlations between these variables. Therefore, although estimating these parameters would have led to an improvement in the overall fit of the model, these parameters were not retained in the final model. Minor suppression occurred in some remaining parameters because some variables likely suppressed some of the unexplained variance in the dependent variables (Tabachnick & Fidell, 2013) . Significant standardized path coefficients for the final model are presented in Fig. 2 . For the sake of clarity, the standardized path coefficients between the covariates and other variables are not included in Fig. 2 ; rather, they are listed in Table 4 .
Direct effects
Intrinsic religiousness predicted higher levels of active religious surrender (b = .70, p \ .001) and higher levels of pleading for direct intercession (b = .37, p \ .001). Active religious surrender predicted higher levels of self-efficacy for coping with cancer (b = .37, p \ .001), whereas passive religious deferral predicted lower levels of self-efficacy for coping with cancer (b = -.16, p \ .001). In addition, pleading for direct intercession predicted lower levels of emotional well-being (b = -.30, p \ .001). Self-efficacy for coping with cancer predicted higher levels of all four types of well-being: physical well-being (b = .36, p \ .001), functional well-being (b = .42, p \ .001), social well-being (b = .31, p \ .001), and emotional well-being (b = .57, p \ .001). Finally, physical well-being predicted higher levels of functional wellbeing (b = .35, p \ .001).
Indirect effects
Intrinsic religiousness had indirect effects on three types of well-being that were fully mediated by higher levels of active religious surrender and, in turn, higher levels of selfefficacy for coping with cancer: physical well-being (b for indirect effect = .09, p \ .001), functional well-being (b for indirect effect = .14, p \ .001), and social well-being (Hu & Bentler, 1999) J Behav Med (2015) 38:183-193 189 (b for indirect effect = .08, p \ .01). Active religious surrender, which was part of the chain of associations between intrinsic religiousness and well-being, had positive indirect effects on all four types of well-being: physical well-being (b for indirect effect = .13, p \ .001), functional well-being (b for indirect effect = .20, p \ .001), social well-being (b for indirect effect = .12, p \ .001), and emotional well-being (b for indirect effect = .21, p \ .001). Passive religious deferral, which was not predicted by intrinsic religiousness, had negative indirect effects on all four types of well-being that were fully mediated by self-efficacy for coping with cancer: physical well-being (b for indirect effect = -.06, p \ .05), functional well-being (b for indirect effect = -.08, p \ .05), social well-being (b for indirect effect = -.05, p \ .05), and emotional well-being (b for indirect effect = -.09, p \ .05). In addition to a direct effect, self-efficacy for coping with cancer had an indirect effect on functional well-being (b for indirect effect = .13, p \ .001).
Discussion
We found support for our model depicting a mediated relationship between intrinsic religiousness and well-being among cancer patients. Active religious surrender and selfefficacy for coping with cancer were key mechanisms in the link between intrinsic religiousness and three types of well-being-physical, functional, and social. Contrary to our hypothesized model, there was a direct, negative link between pleading for direct intercession and emotional well-being. Surprisingly, intrinsic religiousness had a positive association with pleading for direct intercession. We anticipated that cancer patients high in intrinsic religiousness would engage in less pleading or bargaining with God for a miracle or divine intervention. Moreover, we found that pleading for direct intercession was positively associated with active religious surrender. This may be a unique pattern of findings among cancer patients. Intrinsically religious cancer patients may primarily cope with their stress by actively sharing control with God and, to a lesser degree, pleading for God to cure them of their illness. However, while active religious surrender was associated with greater well-being, pleading for direct intercession was associated with less well-being. This latter finding is consistent with a national survey of 2,262 cancer survivors in the United States; sixty-nine percent of respondents reported praying for their own health, which was inversely associated with good or better self-reported physical health (Ross et al., 2008) . Among the outcome variables, the most variance (48 %) was explained in functional well-being. This can be explained, to some degree, by this variable being directly predicted by physical well-being. However, there was still a significant amount of variance in functional well-being explained by other factors in the model. The chain of intrinsic religiousness ? active religious surrender ? self-efficacy for coping with cancer explained much of the variance in functional well-being-a variable that taps strongly into life satisfaction and fulfillment. In addition, the second greatest amount of variance (37 %) was explained in emotional well-being. This finding is consistent with other studies where intrinsic religiousness (Caplan et al., 2013; Fehring et al., 1997; Nelson et al., 2009) , religious coping (Gall et al., 2009; Sherman et al., 2009) , and self-efficacy for coping with cancer (Albrecht et al., 2013; Merluzzi et al., 2001; Philip et al., 2013) predicted mental health among cancer patients. Overall, it is noteworthy that the model predicted significant variance in all four types of well-being.
A unique contribution of this study is the examination of potential mechanisms linking intrinsic religiousness to various types of well-being among cancer patients. Several studies suggest a direct link between religious coping and well-being (Gall et al., 2009; Pargament et al., 2000; Sherman et al., 2009 ). In our study, self-efficacy for coping with cancer further mediated the relationship between religious coping and well-being, strongly predicting all four types of well-being. Cancer patients who are intrinsically motivated by their religious faith are more likely to share control with God to cope with life stressors. In turn, active sharing of control with God is more likely to be associated with a sense of personal agency for coping with cancer illness. Subsequently, greater self-efficacy for coping with cancer predicts greater well-being for cancer patients, a finding consistent with other studies (Albrecht et al., 2013; Merluzzi et al., 2001; Philip et al., 2013) . On the other hand, passively waiting for God to control the situation logically predicts less self-efficacy for coping with cancer and, consequently, less well-being (Gall et al., 2009) .
Our results differed somewhat from previous findings on the link between religious factors, self-efficacy, and wellbeing among cancer patients. Howsepian and Merluzzi (2009) found that religious beliefs were unrelated to selfefficacy for coping with cancer and psychosocial adjustment to cancer. In contrast, we found that intrinsic religiousness-a motivational construct rather than a measure of beliefs-was indirectly related to four types of wellbeing via active religious surrender and self-efficacy for coping with cancer. Nairn and Merluzzi (2003) found that a combined deferring-collaborative religious coping factor was associated with greater psychosocial adjustment to cancer; this association was partially mediated by higher levels of self-efficacy for coping with cancer. However, deferring-collaborative religious coping was not associated with quality of life as measured by the FACT-G, the same outcome measure used in our study. In contrast, we examined active religious surrender-a coping style highly correlated with collaborative religious coping-and passive religious deferral as separate constructs in the model. Importantly, although these constructs had a non-significant positive correlation (r = .14), they had opposite associations with self-efficacy for coping with cancer and well-being. Namely, active religious surrender was positively associated with self-efficacy and well-being, whereas passive religious deferral was negatively associated with self-efficacy and well-being. These differences highlight the need to examine these religious coping constructs separately and for more research on mechanisms that link religious factors to well-being among cancer patients. Identifying these mechanisms is critical work that is essential to the development of helpful interventions for these patients.
There were some limitations to this study. Similar to the research mentioned above (Howsepian & Merluzzi, 2009; Nairn & Merluzzi, 2003) , participants in this study were a non-random, clinical sample of predominantly White, Christian (41 % Catholic, 31 % Protestant), female, and well-educated cancer patients. Consequently, we are unable to generalize the results of this study to populations that differ by race, gender, socioeconomic status, and religious affiliation. In addition, one of the religious coping variables-passive religious deferral-had a low inter-item reliability coefficient (see Pargament et al., 2000) , which may have attenuated its relationship with other variables in the model. Moreover, conclusions that can be drawn from this investigation are limited due to the cross-sectional design. Reverse causality or other unidentified and unmeasured variables might explain the findings. For example, dispositional variables such as optimism may influence an individual's level of self-efficacy for coping with cancer. Finally, path modeling as a data analytic tool has its own limitations. Our analyses can only demonstrate whether the hypothesized models fit the data well; alternative models may also fit the data well.
Despite these limitations, this study had some noteworthy strengths. We used theory to guide our model and a powerful statistical technique to analyze the data. Path analysis allowed us to examine multiple direct and indirect relationships simultaneously, while controlling for the influence of potential confounding variables. As mentioned above, few researchers have examined potential mechanisms linking intrinsic religiousness or religious coping with well-being among cancer patients. Moreover, we included a multidimensional measure of well-being, which allowed us to examine the relative association between religious factors and four different types of well-being.
Identifying potential mechanisms in the link between religious factors and well-being can inform future randomized, controlled intervention studies. For example, psychosocial interventions aimed at improving the wellbeing of religious cancer patients could promote an active sharing of control with one's higher power. Chaplains and ministers could use scripture or other religious themes to motivate cancer patients to both take care of themselves and share their burden with their higher power (Allen et al., 2013) . For non-religious cancer patients, psychosocial interventions could focus on promoting self-efficacy for coping with cancer through motivational interviewing (Miller & Rollnick, 2013) . Longitudinal designs would help establish the temporal sequence of the variables, ruling out the possibility of reverse causality. Randomized, controlled intervention trials would help establish whether specific types of religious coping and other religious factors are causally related to well-being among cancer patients and other populations with chronic illness.
It has long been recognized that religion plays an important role in the lives of ethnic minorities in the United States. A growing body of research suggests that religious factors play an important role in both cancerscreening behaviors and coping with cancer illness among people of color (Allen et al., 2013; Holt et al., 2011; Umezawa et al., 2012) . Future studies are needed that focus on different psychosocial mechanisms that link specific religious constructs and well-being among cancer patients (e.g., Park et al., 2009; Pérez et al., 2011) , especially among culturally diverse populations that experience health disparities.
